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Sir: 



I, Jay A. Goldstein, hereby declare that: 

1 . I am a co-inventor of the above-identified application. I have been a licensed 
physician since July 1973. I began my medical career as an Emergency Physician, and practiced 
this specialty for four years. In September of 1977, 1 started training in Dermatology, and 
became a fully trained Board Certified Dermatologist in November of 1980. My CV is attached 
as Exhibit A. 

2. During my long medical career, both as an Emergency Physician, and as a 
Dermatologist, I have found that rashes, and particularly inflammatory tinea (ringworm) were a 
particularly common and often stubborn problem to treat. Such rashes respond to topical anti- 
fungals, but in a very slow fashion. It can take up to 4-6 weeks for these rashes to clear and for 
the patient to be symptom free. Even as the rash fades, the patient is still often bothered by 
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intense, unremitting itching, burning and discomfort. There was, and is a product, Lotrisone, 
which was developed to both treat the tinea, as well as the accompanying inflammation and 
itching, which were often the main reasons that the patient sought medical attention. Lotrisone 
was a combination of anti-fungal clotrimazole with a high potency corticosteroid, betamethasone 
dipropionate. This drug was effective in clearing the tinea, as well as rapidly decreasing the 
itching, which without the steroid, would normally last up to several weeks. With Lotrisone, 
however, the itching component would often disappear within days, making the patient more 
comfortable. The problem with Lotrisone, however, was that the steroid was too potent to be 
used safely on thin skinned area of the body, and thus often caused stretch marks, thinning of the 
skin, as well as other changes. 

3. Because of my many years of experience both as an Emergency Room Physician, and 
as a Dermatologist, I saw the need for a preparation which would address both the fungal 
infection, as well as the intense itching and inflammation associated with the fungal infection. 
While others thought that perhaps slightly lower potency or even higher potency steroids would 
be acceptable, I felt that any steroid other than those safe for use on the face and other thin 
skinned area would not be appropriate. Of course, there was the risk that lower potency steroids 
would not be effective. I began using anti-fungal preparations in conjunction with low potency 
topical steroids on my patients with inflammatory tinea, and found that in fact such preparations 
were both safe and effective. They shortened the time to clearing of the fungus, and they 
dramatically decreased the symptoms of redness and especially itching. It would have been 
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unethical to compare the type of products that I used with compounds using stronger, more 
potent steroids, as there would be the real risk of major untoward side effects. 

4. I have developed a formulation that that rapidly clears both their fungus, and their 
associated symptoms of itching and inflammation. This is further demonstrated by studies 
conducted using topical compositions containing a combination of an antifungal agent in 
combination with a low to mid potency anti-inflammatory steroid in the treatment of fungal 
diseases and their related inflammation, especially for conditions such as tinea cruris, 
intertriginous dermatitis, and tinea corporis. 

5. Case Report 
Patient : C.S, 74 y.o. White male 

History of Present Illness : Long standing recurrent tinea cruris of inguinal folds. 
Initial Treatment : None 

Physical Examination : Erythema with scale in inguinal folds. 
Diagnosis : Tinea Cruris 

Treatment : Clotrimazole 1% cream with alclometasone dipropionate 0.05% cream applied twice 
daily. 

Results : Complete clearing after several weeks of usage. 

6. Case Report 

Patient : B.T. 72 y.o. White female 

History of Present Illness : Several days of pruritic inflamed eruption beneath right breast. 
Prior Treatment : None 
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Physical Examination : Erythematous dermatitis beneath right breast. 
Diagnosis : Intertriginous Dermatitis. 

Treatment : Oxicanozole cream 1% with Hydrocortisone cream 2Y 2 % applied twice daily. 
Results : Marked clearing at seven days. 

7. Case Report 
Patient : D.E. 52 y.o. White male. 

History of Present Illness : Two months of very pruritic eruption beginning on left foot, 
spreading to right hand. 
Initial Treatment : None 

Physical Examination : Well-defined, annular, scaly, erythematous, inflamed eruption on dorsum 
surface left foot, with similar plaque on right hand. 
Diagnosis : Tinea Corporis 

Treatment : Econazole cream 1% with fluocinalone acetonide cream 0.01% applied twice daily. 
Results : Marked decrease of pruritus within 3 days. Eruption essentially cleared at 3 weeks. 

8. Case Report 

Patient : M.B. 61 y.o. White male 

History of Present Illness : Eruption of right and lower leg of several months duration. Known 
history of "tinea." 
Prior Treatment : None 

Physical Examination : Plaques of annular dermatitis of lower legs, right greater than left. 10 
toenail onychomycosis. 
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Diagnosis : Tinea corporis, with tinea pedis and onychomycosis. 

Treatment : Econazole cream 1% with alclometasone dipropionate 0.05%, applied twice daily. 
Results : Marked clearing at 3 weeks, but with some residual eczematous changes still present. 

9. Case Report 

Patient : R.B. 62-year old white male. 

History of Present Illness . Eruption began on right lower leg in mid- August. No response to 
topical steroids. 

Physical Examination : Raised annular eruption on right lower leg. 
Laboratory . Biopsy on September 26, 2005 revealed hypersensitivity reaction. 
Additional Treatment . High potency steroids again prescribed without effect. 
Additional laboratory Test . Special stains revealed inflammatory tinea. 

Treatment : Application twice daily of desonide cream and clotrimazole cream together resulted 
in essentially complete clearing within two weeks. 

10. In summary, oxicanozole cream 1% with hydrocortisone cream 2 l A% applied twice 
daily and econazole cream 1% with fluocinalone acetonide cream 0.01% applied twice daily 
resulted in marked clearing of pruritus and the eruption at 3 weeks. Clotrimazole 1% cream with 
acalmetasone dipropionate 0.05% cream applied twice daily was effective in completely clearing 
long standing recurrent tinea cruris, after several weeks of usage. Econazole cream 1% with 
alclometasone dipropionate 0.05% applied twice daily resulted in marked clearing of eruption in 
a patient with a history of tinea. 
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1 1 . Enclosed with this declaration are colored photographs showing bright red 
erythematous eruptions on a patient's leg before treatment (labelled "Before Treatment") and the 
patients leg after treatment with desonide cream and clotrimazole cream (labelled "After 
Treatment") along with the patient record (Exhibit D). No response had been obtained with 
topical steroids. Upon initial examination of the patient, high potency steroids were again 
prescribed without effect. Application of a combination of desonide cream and clotrimazole 
cream (twice daily) resulted in marked improvement in five days and essentially complete 
clearing within two weeks. 

12. The compositions used in the examples above have advantages over other 
compositions which contain very potent steroids such as betamethasone and dexamethasone 
(see Goodman and Gilman's The pharmacological Basis of therapeutics, 9 th edition, 1996, 

pi 466, attached as exhibit B) associated with severe side effects. It is undesirable to use mid- 
potency or higher potency steroids for topical treatment for extended periods of time because of 
associated risks. The compositions exemplified above employ low potency, Class 6 steroids (see 
attached (Exhibit C) potency chart of steroids listed by the National Psoriasis Foundation), i.e. 
fluocinalone acetonide, alclometasone dipropionate, desonide, and hydrocortisone 2 Vi%. Other 
commercialized products have utilized only 1% hydrocortisone, which is too low in potency to 
have significant anti-inflammatory properties. We utilize prescription strength steroids that are 
safe for all parts of the skin, are safe for extended periods of use, but have superior potency as 
compared to OTC products. 
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1 3 . i: declare that all statements made herei n of my own knowledge and belief are true 

and thai all statements made on information and belief are believed to be true, and further, that 

the statements are made with the knowled c > t »»<« j false statements are punishable by Bne 

or imprisonment, or both, under seetion 1001 of Title 18 of the United States Code, and that such 

willful false statements may jeopardize the validity of the application or any patent issuing 

thereon. 
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Cunuruium Vitae 



Ideiuifying Monnation 

Office. Address 

Date and Place Of Birth 



Pte-medical Education 



internship 



Licensure 

Certification 
Professional Societies 
Academic Appointments 

Hospital Appointments 



Jay A. Goldstein, M.D. 
32 Clareflioot Street 
Newton, Massachusetts 02158 

-67 Union Street - Suite 501 
Natick, Massachusetts 01760 

January 9, 1947 
Paterson, New Jersey 



Boston University School of Medicine 

1968-1972 

M.D.. 1972 

Merrick Memorial Hospital 
Berkeley, California 
1972-1973 Rotating 

Boston University Medical Center 
Dermatology 1977-1980 

Massachusetts #39484 
Rhode Island #9865 

American Board of Dermatology, 1980 

American Academy of Dermatology 
Society of Investigative Dermatology 
Boston University School of Medicine, 
Associate in Dermatology 

Mcttowest Medical Center 
Natick, Massachusetts 

Boston Medical Center 
Boston, Massachusetts 

1. Goldstein JA and Pochi PE: Failure of Benzoyl 
Peroxide to Decrease Sebaceous Gland Secretion i 
Acne Dermatologies 162: 287 291, 1981 
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Curriculum Vitas 



2. Shalita AR, Strauss JS; Comparative Effect of 
Isotretinoin and Etretinate on Acne and Sebaceous 
Gland Secretion, Journal of the American Academy of 
Dermatology 6: 760-765, 1982 

3- Goldstein JA, Coraite H T Mescon H, Pocbi FE: 
Isotretinoin in the Treatment of Acne; Histologic 
Changes. Sebum Production, and Clinical Observations, 
Archives of Dermatology 118: 555-562, 1980 

4, Goldstein JA, Pochi PEr Adolescent Acne* The 
Female Patient 5: 57-66, 1980 

5. Barza M 5 Goldstein I, Kane A ; Feingold DS, PocJbi. P; 
Systemic Absorption of Clindamycin Hydrochloride 
After topical Application. Journal Ainer Acad 
Dermatol 7: 208-14, 1982 



4>0b2S63v.l 



9 



JAG 100 

09268/00002 



Exhibits 



Goodman & Gilman's The 
PHARMACOLOGICAL 
BASIS OF 
THERAPEUTICS 




Associate VS^-Chanodkir for Health Aifoiri 
Var.desl.ni; Umw^ay School of Medicine 

Lee E, Lintel, Ph.D. 

mmm* atsd Chsii 
DejwrciieiH of Pimnnaeokmv 
Vamkrbiii Umversiiy School ofMc^csos 
NivsiivHk, Tennessee 




Onivcresiy of fctiisyhv.my Sdie-of of M<5<!iciai; 




Vkc-f'rc.sKfco;, CNS Dritg Discovery 
Br!s(o!-My«f:s Squibb 
WaiiiogiVird, CujitiBCSlicisi 

Raymond W. Ruddoa M.D., Ph.D. 

Eppky Professor of Qjscokij-y 
Direttar, Epjjlov Cancer Ccrott 
Univo t 0 ; Ncl il ( enter 

Omnhs, Nebr.uk;i 



Consulting Editor 

- ; ilir-Li Ml- It 0 . U ( - s (Hon.) 

Diifiiis, Texiiii 



li i urn b Edna Klnkhl 



jmnn a uilmaii j i lit 
< : OGICAL 

BASIS OF 
'.rHERAPEUTICS 

Ninth Edition 



• Lou ^ Francisco Auckland Bogota Caracas Lisbon London Madrid 
Milan Mmml Naw Delhi Sim J.ua» Singapore Sydney Tokyo Toronto 



.it n ' ' ' « I <fv , M.nl, 

This huok h pri !(!■.:(,; ,>„ acid-jfcc p; iJW 

4 ! >- ■ ' c.m^-ss t ttoutfm ii,.i>«i ) ii 1 . i „i„„j )at , l 

I) - 1 I ) , ' , 

d G*«..Uftiim Cittnsm, La fi, {. 



Corticosteroids, are grouped according to (heir relative 
potencies in Ma' retention, effects on carbohydrate 
i:h;::ii; " h ' ;!n •''•«'■• ''cpahc Uepctsitlon of glycogen and 
gkicorieogenosis;, ant* ainsinfiamms.iory affects, in 
" cnw ; i - i ' f»'«'-'»j\-s of steroids as jutted by iheir ability to 
sustain hie v.-. >t:c ad : en;dectonti/.«.l animal closely parallel 
those, determined tor Na* retention. Potencies based on 
f!ic:;;i:; on t:is!cos L - metabolism closely parallel those for 
aniimflammaio.y effects 'file effect-; on M;r retention 
ami tin-. eattobydratc/amimfiamtmuory uvtiom are not 
closely i elated. Based on these differential potencies, 
tiie co; tie« .steroid:; trndiijoiuiHy are divided »«o 
minet'aioeonicoiiJs at.d glucocorticoids. Estimates of 
potencies of representative steroids in these actions are 
listed in Table SO ? I: should be kv.pt in mind, however, 
!lmt « i5Ui: > 1 -'- <>f steroids that ate. predominantly classified 
<* idt'cseouieoKis, stieb as Cortisol and prednisone. also 

possess modes; but sigiiittestnt otitieodi 

Clinically siguifieans change* in fhti 

handling can result from the mineral 

of fltese "ghtei.curtiei.ids.'" In contra! 

exceedingly potent with respect it; |\ 

lets only modest potency for effects; 

membuhsm. At norund rntes of sectctn 

cortex orm doses -thai maximally alto el 

akiostenjoe has no siguifiean! iducoeort 

tint;: acts. as a mire n ;,),>< ,„n- ,,os 



■jynlhesixed by die 



:xptess!ort of eottico 
igiJig she levels an 



os in gene < 
; of eortieos 



xpre.ssi 
ere. ids 



e s i >' I l v. 



nrhohvdfni 



ieijvity and 



enei-ai Mechiiidsins for C:'ot1iu>sterttkl I- fleets. Cw- 

:\ist«roids interact with specific receptor proteins in tar- 



. This 



nificatfee. because a delay s 

>Ak ' A oi uvt '->'•"■'"* > d-.u-s.py become r:,. m ,r^ 
Mlitmtign corticosteroids predominantly act to increase <o 

; m f cs wi,c,e ^'^orticoids uecren.se trantonplnmt 
nsiget genes, as discussed below, in contrast to (hoe <><• 
aotnie effects, recent studies have raised she possibihe 
dial sun;- iicm.ms 0 i couieostefoids are immediate and ao 
mediated by ntembntfie-houiid receptors (Wehlitn.., ioo'ij 

Through dnr use of niolecuhir bitdugit annom-tics.. the .v.-p 
uirs k>r the ewiktissoroitf Iwrtiiones titive been dmusl and iitca s/i»c- 
(i.-ios de.vojjmed. These receptors arc members of ;i siip.'tiurn'i'j..' .jj 
■ mti !j;i.i>!y rel;m\i p-oieias, the ittietesr receptor*, thai tfaasdjv/*'' 
etiee.s ol a -.hsers:: ::>;.:> of «.m;sH. hydrophobic h^mis r'-i t ,V " 
• he s.conc Lonuom-s. ihyroid hoomn.c. v.ham,,, i>. ;,ml a,nn,'k 
- :s,ri.v ;<;.;,/. IW) : T ( ese rc-eptars- -Iwrc m. 
aaved domains: a ivgwn of .JpnfOMnnmdy 70 amino tKi% £ -'•,>; . id,',., 
two ;'.iric-li!tisiir.« domains, termed wc/in^x thai are csseifti;.! !',.- 
:t )t: n.tcfuiium of ih« rccupior with siH.-cidc IXsja .se«|iic»er/ •'.•••! > 
•'eia«.i .11 :;„: a;;i«.sy ieonii.u:. iiiat ini-iacls u-i.h In- .tuJ fihe ii'.'r't 
i.^ilm- iimnvm). Itew.vnl of ti,«. |. r •„,,: , i .«,.,, l> s w ,j,. t!1 , () ' 
itiiu-aciMtuuid foec;>tor ivads m its t oifMhitlive aaiviitint) ■' '" 
>::!»)« ill tbe absciWB of lijililliJ). Mi m ;Mi m ., !•;;« a^M-l.^ocnnj.^'t. 

aelivitlc .!=,.•„ reeenior by rchevi,« u the mhiixio.y i.db.u,,^ «a i| : ..'. 
"o.sy.»cnii!ij;il tej>tuu. 



Hembu- Poomri.s and f^pdvalent Doses ,..f Hepresemmive 



'ttttlAfNtNlJ 

ton-Nt. v 



OtJkATtil.N Of-' 
ACrtON* 



xlatkm: Potencies of topical sterolis EXHIBIT C 




- > l > * — ' oc.t, ». $ * , ubacatt hv-v<.%t twos snW :it % 



Copies! <;ieroi<fe 
oten f j i roids 



1 ' l f i n hi i si t i , * i i 

it ■ :, i i -i | ' < n - >- t . , ii^i 

'it 3 1 i • <^ f M * f i ■• s% ij l> r <-! it ! t -in I \ t it r, ( -< f ! - f h j x^pq 

t 1 'J tti r ' r <. k , i h r n t i 

of steroid medications used to treat psoriasis 

l. „i i' v the stronger the steroid, me more effective it is in clearing psoriasis, hi i the risk of side effects 
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BRAND NAME | GENERIC NAME 


CLASS 1 - Superp.otent 


Ciobex Lotion, 0 05% 


Ciobetasal propionate 


C f nax Ck m/Solufa 0.05 


C ic betasol propionate 


Diprofene Gei/OtntmerU, 0.05% 


Betamethasone diprcplonate 


Olux Foam, 0.05% 


Clobeiasoi ptopionate 


Psorcon Ointment, 0.05% 


Difiorascne diacetale 


Temovate Cream/Qintrnertt/Sotution, 0.05% 


% il propione 


Uitravate Cream/Ointment, 0.05% 


Halobetasot propionate 


CLASS 2 - Potent 


Cyclocoft Ointment, 0.1% 


Amcinonftfe 


Qiproiene Cream AF, 0.05% 


.Betamethasone dipropionate 


Dipfosone Ointment. 0.05% 


Betamethasone dipropionate 


ciocon Ointment, 0.1% 


Mometasone furcate 


Florone Ointment. 0.05% 


Difiorascne diacetate 


fiaiog Ointment/Cream, 0.1% 


f-lefetnonide 


Lidex Cream/GetiOintmsnt, 0.05% 


Pieociirtbntde 


Maxjflor Ointment, 0.05% 


Diflorasone diacetate 
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Maxivate Ointment, 0.05% 


Betamethasone dipropionate 


Psomrm Cresm 0.05% 


Difiorasons diacetate 


Topioor! Cream/Ointment, 0.25% 


Desoximetas&ne 


Tcpicon Bel 0.0.5% 


Desoximetasone 


CLASS 3 - Upper Mid -Strength 


Attstoccrt A Ointment, 0.1% 




Cutivate Ointment, 0.005% 


Fluticasone propionate 


tC'eam'totion, 0 t% 


Amcinonide 


Diprosone Cream, 0 05% 


Belmnethfisi t ..-,>■ mat 


Fiorone Cream,. 0.05% 


Dii'lc a an! n t tate 


Lidex-E Cream, 0.05% 


Fiuocinofvide 


tuxtq f-oam. 0 12? 


Betamethasone valerate 


iv" o iF >i Cream, 0 05% 




Maxiw ie ! ream/ of} - 5 18* 


1 > 1 - i at 


Topicott Cream, 0.05% 


Desoximetasionei 


Vaiisone Ointment, 0 1% 


8 etameth as on e vale rat e 


CLASS 4 . Mid-Strength 


Aristocort Cream, 0.1% 


Triamcinolone .acetomde 


Cortfran Ointment, 0.05% 


Flurandrenottde 


f> m n at r< - ().. t hi 


Fluocinotone acetonirfe 


Eioccn Cream, 0.1 % 


Momotasone furcate 


Kern-ion Cream/Oiniment/Spray, 0.1% 


Triamcinolone aeetonide 


Synalar Ointment, 0.025% 


Fluocinolone aeetonide 


Uticort Ge!, 0.025% 


Betamethasone benzoate 


VVesfcotl Ointment, 0.2% 


Hydrocortisone valerate 


CLASS 5 •■ Lower Mtd-Strength 


Cordran Cream/Lotion/Tepe, 0.05% 


Fturandrenofide 


ti 3 O'eam i f 


Fluticasone propionate 


Derm Atop Cream, 0,1% 


Prednicaraate 


DesOwen Ointment. 0.05% 


Desonide 


Diprosone Lotion, 0.05% 


Betamethasone dipropionale 


Kensiog Lotion, 0.1% 


Triamcinolone aeetonide 


id earn. 0 


Hydrocortisone butyrste 




Hydrocortisone probutate 


Synaia; Cream, 0,025% 


F uoch lolone a< eionide 


Uticort Cream/Lotion, 0.025% 


Betamethasone feruoate 
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V'aiisone Cream/Ointment, 0.1% 


Betamethasone valerate 


Westcort Cream, 0.2% 


Hydrocortisone valerate 


CLASS 6 - Mi id 


Aeiovate Cn - i nt, 0.05% 


ASc lorn g 1 a son e ci i prop ion a te 


DesOvven Cream, 0,05% 


Descotde 


' ,n f ( j rea i/ o! tion ( 01 4 


Fiuocsnofone aceionlde 


Tridesifon Cream, 0.05% 


Desonid© 


Vafisone Lotion, 0,1% 


Betamethasone valerate 


CLASS 7 - Learn Potent 


Topicais with hydrocortisone, dexaro&thasone. melhyipredni 


olone and prednisolone 
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Methods o? using topical steroids; 
Side effects of tcpjcsl steroids 
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Before Treatment 



After Treatment 



pAxmm itsmMmimt* date,. 

PATIENr DATE OF BIRTft 

NAME SPOUSE'S NAME 

RESPONSIBLE PAflTY if PATIENT IS A rillHttlMh ~™ 

&nnRF «< __ phone? 



EMPLOYER POSITJOfsl ! _ 

„PHONll 



EMPLOYER'S ADDRESS 
FAMILY PHYSICIAN „ 



REFERRED BY . 



9NSURANCE INFORMATION < ;SOCIAL SECURITY NUM8E^„ 

SUBSCRIBER * RELATIONSHIP 



BLUE SHIELD BLUE SHIELD MASTER HEALTH PLUS □ MEDICARE D MEDEX □ 

TUFTS D PILGRiM HFAI TH □ OTHER □ INS. CO NAME — _ 

PRIMARY IMS, CERT. * SECONDARY INS. CERT, t , „ 

Xi^ • 0»iA | *ak. ( &f t t&f/. AvC. 

11-04 

Here for evaluation of multiple lesions back> arms, legs. 
PE - Complete detailed skin exam aeg. except for the following neoplastic lesions. • 

1. large fiber epithelial papilloma, (R) arm anterior. 

2. PEP, (It) hip. 

3. Probable small SK vs. AK, inferior to (L) knee crease. 

4. Multiple axillary bilateral SRs. Notet there is also 10 toenail onychomycosis 
Note: there is also scattered benign SKs of back. 

Plan - 1. K.TC 2 vks, for simple excision cf (R) arm, (R) hip FEF's, and B&C of (L) lower leg 
posterior, ? AK ~ Note; this is just inferior to knee crease. 



Here for excision, pt. made aware of possibility of keloidal scarring and/or pigmentary chanc- 
Plan^ 1. Simple excision of Klc« (R) arm FEB, 0.6cm (R) hip FEP, and B&C of (L) lower leg AK 

vs. fiU 2% plain scylo, STE. " 

2. RTC 6 wks. for treatment of multiple neck skin tags under emla. 

12-09 

Phone conf. advised of path DX. 

1-06 

i.'ri- axillary skin tags treated with light electrocautery. R TC ?S.N. 

$--12 

Ft. may have had "tick bite" 4 or 5 days ago. Was seen at LMH ER and pt . states was given 
appropriate anti. Lyme medication. Patch of dermatitis which is concerning to pt. remains, (R> 
lower leg although may have closed up somewhat. 

?£ - Complete detailed skin exam neg. except for small scaly plaque, (R) lower leg, and pigmenire. 
lesion., (L) mid back. 

IMP - I. 1 Lyme Disease although was adequately treated at LMH ER. 

2. Patch of dermatitis, (R) lower leg. 

3, Pigmented (L) mid back lesion. 

Plan - 1. Start ApexiCon E Cream BID. Call if not clear 2 to 3 wks. 



, 2 . m ox (L) back pleated lesion. 2% plain xylo, Dererpath. 

3., Call path 1 wk. 



^Phon* conf. advised of path ML. Ft- states leg eruption still present although proved. 
Advised to continue treatment and if not clear 1 to 2 wks. to call. 

$ ~ 2 Lpiai*±ng of new emptier: essentially asymptomatic , CD lower leg X 3 wks. Also irritate* 
lesion > (L) side of neck. 

_ Small FBP (L) side of neck. ? vasculitis, (L) lower leg. 
Plar - i. Simple excision of 0.3cia (L> side of neck ?/%EP, 2% plain xylo, Datapath. 

2. 3mm punch BX from (L) lower leg ? vasculitiVr^S plain xylo* Derrapath. 

3. UTC 7 days to discuss lab results and !>egin treatment. 

iO-3 

Pt. advised of path DX. No change since last visit. 
?£ - Annular plaque remains without scale, (R) lower leg. 
Flan - 1. Changa to Bactroban Cream BID samples. 

2. Start apexlCon Ointaent BID. 

3. Lyme titer. 

4. RXC 8 days. 

iu-6 

Phone conference. Advised of neg. lyme titer. 

1 0-7 

Passage left that pc . is doing well. Will be seen as appointed on Tuesday, 

10- U 

Vary pi-eased with progress. 
PE - Marked to complete clearing of eruption on lower leg. 
Piaa - 1, Taper then DC ApexiCon. 

2. Call and return if not completely clear 4 wka. 

Eruption was somewhat clear but has recurred of meds. 
Fii - Bright red erythematous eruption on <R) lower leg. (L) lower leg clear as is remainder- r; 
iikin. 

Plat. - I. Refer for second opinion. 

2. Temporarily continue to stay off ApeixCon. 

iu-28 

Pt. advised of path DX* namely tinea« 
PE - Bright r«3 erythetnatoua eruption remains, still visible on (R) lower leg. 
Flan s.. xriai cf Desonide and Lotcimin/ Er taczo samples BID. 
2. RTC 2 wks. - call progress 5 days. 

Phone conference. Pt. reports marked Improvement . 

P/U inflammatory tinea of (R) lower leg. ?t, very phased with progress. 
PE - Marked to complete clearing of eruption, <R) lower leg. 

Plan - 1. Has been using Desonide/Lotrimin combo - may taper to once daily for I wk- and ther 
2, Call immediately if recurs. Otherwise RTC PRE, 



